PERFORATION of the healthy caecum is an uncommon condition. It may occur as a result of distal large bowel obstruction, unrelieved volvulus of the caecum, trauma to the right side of the abdomen, or ingested foreign bodies, e.g. a fish-bone or tooth-pick. Spontaneous perforation of the caecum in the absence of any of the above factors is exceedingly rare. In an extensive search of the English literature, only four such cases could be found (see Table 1 ). Low & Fairley (1934) described a case of perforation occurring in a patient suffering from tropical sprue. Two other cases occurred in the postpartum period, one following natural childbirth, and the other after Caesarean section (Robertson, Eddy & Vosseler, 1958; Hirsch, 1961) . Another case arose in an elderly woman who had had a fall and sustained injuries of her left shoulder and chest wall (Eckman, Wenske & Abramson, 1958 present. A chest X-ray showed some free gas under the diaphragm but this was thought to be due to air having entered the peritoneal cavity when the hernial sac was opened. An abdominal film showed gross gaseous dilatation of the whole colon and terminal ileum, the transverse diameter of the caecum measuring 14 cm (Fig. 1) . A flatus tube was passed with some escape of gas. On the 4th postoperative day, sigmoidoscopy showed the colon to be normal to 14 cm, but no gas was released. Over the next 2 days, his abdominal distension continued to increase despite occasional passage of flatus. Bowel sounds were present throughout. However, on the 8th postoperative day, he developed severe colicky abdominal pain. His abdomen became further distended, and the bowel sounds were diminished. A laparotomy was therefore performed.
Operation. He was found to have a tension pneumoperitoneum with free pus in the peritoneal cavity. The large bowel and terminal ileum were grossly distended.
There were a few small patches of gangrene in the caecum, :: (Saeltzer & Rhoads, 1935; Wangensteen, 1955) This does not necessarily mean that the ileocaecal valve was incompetent, but that the small bowel was unable to propel its contents into the grossly distended large bowel.
The mortality of perforated caecum is high, varying from 35 % to 72 % (Albers, Smith & Carter, 1956; Wangensteen, 1955; Lowman & Davis, 1956) . One important factor is the delay in diagnosis, as the clinical picture may not be correctly interpreted. Gross abdominal distension with slight pain and tenderness may be the only positive findings. Bowel sounds are usually present, and there may be no vomiting or abdominal rigidity (Robertson et al., 1958 , and present cases). Straight X-ray of the abdomen will reveal a distended caecum with free gas under the diaphragm. Lowman & Davis (1956) found that a caecum with a transverse diameter of 9 cm or over was indicative of impending caecal perforation. The caecum usually remains distended even after perforation (Rack, 1952, and present 
